The distressing problem of dysphagia in the patient who is unfit for radical surgery is well recognized. There are few more miserable clinical states than the patient who, unable to swallow even his saliva, is beyond the aid of radical surgery or radiotherapy, yet is too well to be regarded as suitable only for terminal care. Bypass operations carry a considerable mortality, especially in patients with advanced carcinoma, and the additional morbidity of the long post-operative period hardly seems justified by the comparatively short survival times. Weisel, Raine, Watson, and Frederick (1959) pointed out that palliation by bypass was little better than that afforded by intubation. Palliative intubation of the oesophagus or oesophagogastric junction is a well-established method of treatment in such patients, and to judge from the literature the devices designed by Mousseau-Barbin, Celestin, and Sir Henry Sout- tar are widely used. There is one tube, however, described by Gourevitch and used by him for patients with obstruction at the cardia, which appears to have attracted little attention since his paper was published in 1959. Krokowicz (1962) reports its use in 14 patients, with satisfactory relief of symptoms in 13 and 1 death.
The Gourevitch' combines the best features of the Souttar and the Mousseau-Barbin tubes. In the original paper the structure of the tube is given in detail and its advantages over the Souttar tube are mentioned. In particular, the danger of penetrating the oesophageal wall during insertion of the tube is avoided. Personal experience with the 1 The Gourevitch tube is obtainable from Down Brothers, 32 New Cavendish Street, London W.l D Mousseau-Barbin tube has been unsatisfactory. Although insertion of this tube is reasonably simple, its being drawn through the stricture from below being an advantage, the rigidity of the tube prevents its easy accommodation to the irregularities of the narrowed oesophagus and may lead to pressure necrosis of surrounding vessels, with resultant fatal haemorrhage.
As it is made of plastic the ratio of its external to internal diameter is large and the resultant small lumen tends to become obstructed by food. In addition, t-he tulip-like flange at the upper end will soften at body temperature and often occludes the lumen by folding inwards.
The Gourevitch tube ( Fig. 1 ) is similar in construction to an armoured endotracheal tube, having a wide lumen and a thin though strong wall consisting of a latex-covered wire spiral. It is flexible and as it adapts itself to changes in direction of the stricture it is less likely to lead to pressure necrosis. The ridged surface, like that of the Souttar's tube, helps to hold it in position. A firm flange at its upper end prevents onward passage of the tube but cannot buckle and cause obstruction of the lumen. Its length is adequate to bypass extensive strictures and to allow for their further extension in the months following insertion. The position of the tube can be checked as the metal spiral is readily seen in a penetrated x-ray film (Figs 2 and 3) .
In the present series the tube has been used not only in cases of obstruction at the cardia, but also for primary tumours days before her present admission it was decided to insert a Gourevitch tube. This was done in the usual manner and the patient was discharged 10 days later, swallowing well. No further difficulties in swallowing were encountered. She died from bronchopneumonia 7 months later.
CASE 3 A man of 88 complained of difficulty in swallowing for 2 to 3 months; during this time he had lost a stone (6-3 kg.) in weight. A barium swallow showed an irregular filling defect in the lower third of the oesophagus, and oesophagoscopy confirmed the diagnosis of carcinoma. As he was fit for his age it was decided to perform an oesophagectomy. At thoracotomy an extensive carcinoma was found involving the lower two-thirds of the oesophagus with lymph node involvement above the aortic arch. Because of the extent of the tumour a Gourevitch tube was inserted after opening the diaphragm. Postoperatively he developed respiratory difficulty and had to be bronchoscoped to remove retained secretions. Following this he made a slow recovery but was discharged, swallowing well, 17 days after operation. He lived 8j months and was swallowing satisfactorily up to the time of death.
CASE 4 A 58-year-old man presented with recurrent dysphagia. Involvement of the oesophagus by a bronchial carcinoma had been diagnosed 2 months previously, when oesophagoscopy had shown a proliferative ulceration of the mucosa at 32 cm. He had already had a course of radiotherapy for a bronchial carcinoma with involved mediastinal lymph nodes. A Mousseau-Barbin tube had been inserted at the original oesophagoscopy, but complete dysphagia ensued 10 days later. At a second oesophagoscopy the tube was found to be slightly kinked at its upper end and packed with partly digested food. It was removed via the oesophagoscope and because there was some superficial infection of the abdominal wall it was decided to insert a Souttar's rather than a Gourevitch tube. This passed into the stomach within a few days. One month later he was again admitted with dysphagia. A Gourevitch tube was inserted and the patient was discharged 10 days later. The patient is still alive after 4+ months and is gaining weight.
